Other bacteria are, of course common in calculus of the urinary tract. I have seen a temporary bacilluria due to the Bacillus coli, which lasted a few hours and then passed off, in a case of stone in the ureter. In another case of stone in the ureter there was a persistent bacilluria due to the typhoid bacillus which cleared up completely when the stone was removed. The mixed infections of old-standing stone cases in which the Bacillus coli and the Bacillus proteus combine to give the urine a peculiar penetrating, offensive odour are well known.
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It has been stated that renal lavage does not cure cases of pyelitis, or only rarely does so. With this I do not agree; I see many cases in which a complete bacteriological cure is obtained by this means. Recurrence of infection may take place in these cases, but it is, I believe, due to re-infection from the bowel. There are other cases in which improvement is observed and the most distressing bladder symptoms become less after the treatment; and there are cases where, for reasons I have already set out, no progress is made under renal lavage. It is difficult to lay down any rule as to the number of times renal lavage should be carried out before accepting failure of the method. I certainly think that if no improvement is seen after five or six washings, the method is not likely to be successful. The case must, of course, be fully examined under the X-rays and by pyelography, to find out the cause of failure.
It has been stated that there is a direct communication between the lymphatics of the ascending colon and those of the right kidney. I do not know of any scientific proof of this connexion. There are, however, many clinical facts that point very strongly to a lymphatic communication not only between the bowel and the right kidney but also between the bowel and the ureters and between the rectum and the bladder. I had hoped that more definite proof of these would be forthcoming. [May 28, 1925. Demonstration of a New (?) Mycotic Parasite Found in the Bladder In a Case Resembling Malakoplakia. PATIENT, a lady aged 37, has suffered from a urinary infection for many years. In 1916, when I first examined the urine, there was evidence of pyelocystitis, with the presence of Friedlinder-like bacilli, a few small Gram-positive streptobacilli and streptococci of Streptococcus fiecalis type, together with some larger spore-like bodies suggestive of one of the Fungi Imperfecti, possibly a mould. These were found, not only in catheter specimens from the bladder, but also from the pelvis of the kidney. Corresponding with this fungus-like organism, a very "pleomorphic" organism was sometimes found in the cultures, but was extremely difficult to grow, and soon died out. Similar findings were obtained from time to time, and on May 6, 1925, a small shred or clump of large, irregular cells, containing numerous vacuoles was found. When examined wet, and faintly stained with methylene blue and other stains, these were seen to contain apparently structureless, clear, rounded or slightly oval bodies or inclusions, which strongly suggested to my mind the so-called " Michaelis-Gutmann bodies" of malakoplakia. I examined a case of this extremely rare condition for Sir John Thomson-Walker in 1915; and, on comparing the present specimen with a drawing I had made of the malakoplakia case, the resemblance seemed to be more than superficial.
The only case fully recorded in the literature of this country is that described by Stuart M'Donald and W. T. Sewell in their paper " Malakoplakia of the Bladder and Kidneys," in the Journal of Pathology and Bacteriology, 1914, xviii, p. 306 . In this they review the previously recorded twelve cases, in most of which Bacillus coli or coliform bacilli were found in the urine: and various hypotheses as to the nature of the large " malakoplakia-cells " and the "Michaelis-Gutmann bodies " are suggested, but in none were the latter supposed to be parasitic. M'Donald and Sewell think that " Bacillus coli may, after all, only act by paving the way for the entrance of the specific causal germ, if there is one . . . We are left with the impression that the real cause must be sought for in a specific infective agent, or in some local predisposing factor on which some other exciting cause acts. Like other observers, we have entirely failed to demonstrate any such specific agent, protozoal, bacterial, or blastomycetic." They therefore think that the explanation of the condition may lie " In the presence of certain cell-rests of developmental origin, which are stimulated to activity with associated specific degenerative changes by some other factor which may possibly be the Bacillus coli itself."
Whilst investigating the present case I found that the only way of demonstrating the curious mycotic organism which I am showing at this meeting was in fresh wet films, either with or without a faint trace of some such stain as methylene blue, thionin, methyl violet, Sudan III, scarlet red, or the like. In these conditions, and in the original urine or other exudate, in vaseline-ring preparations made on sterile slides with sterile cover-slips, such mycotic organisms can not only be seen more readily, but will continue to live and grow, and develop into other stages and forms of their life history-whilst in dried films they either disappear entirely, or shrivel into unrecognizable "blobs'" which do not in any way suggest their true nature. Even in preparations fixed wet, and still more in fixed sections, they are also so much altered that, in most cases, one would pass them by as something of no importance or as mere artefacts.
Such fresh wet preparations of the centrifugalized deposit of the urine of this case showed considerable numbers of large cells containing the cell-inclusions already mentioned. These inclusions varied much in size, from 3 or 4 up to 10, or even more. When still quite fresh, they appeared absolutely structureless, homogeneous, rounded or slightly oval, and occasionally sausage-shaped, refractile and slightly greenish, and with a very definite, clear-cut outline. In a few hours little mycelial filaments began to sprout, and soon, apparently, every cell showed an appearance which may best be likened to germinating peas, the thickness of the filaments varying very much, from 1 or 2 up to 4 or 5,u, or even more. The growth was so rapid that there was occasionally a slow, snake-like, writhing movement, seen distinctly on two occasions. Yeast-like budding was also present. As the original cells of the exudate gradually disintegrated, very numerous spherical bodies were set free and passed into the fluid; these varied in size up to 10, 12, or even more in diameter. I shall delay giving a more detailed account of the morphology and cultural characters of the organism until Mr. Ramsbottom, Mycologist to the British Museum, has investigated it further.
Mr. Frank Kidd cystoscoped the patient ten days ago (May 18, 1925) . From several small snippings he made from the surface of the patches, I prepared teasedout, fresh wet preparations and sections, which I show you under the microscope. The former exhibits the same curious organism in many of its forms which I have already described. Most numerous are the perfectly spherical, hyaline, structureless bodies, which can best be described as like little droplets of catheter oil. In fact, many of them might pass as such had oil been used in obtaining a catheter specimen, and did not some of them show budding, or the formation of filaments.
Meanwhile, I record the presence of this very pleomorphic fungus-like organism as occurring in the cells of the mucous membrane of the bladder, in which there are patches of a lesion resembling, allied to, or possibly identical with malakoplakia: although paraffin sections of the very small portions of bladder mucous membrane available for examination do not show the classical histological appearances of that rare condition, but more those of a leukoplakia, with irregular thickening of the mucous membrane, cedematous swelling of the thickened layer of surface cells, and some reversion to stratified squamous prickle-cell epithelium. The submucous coat shows some irregular, patchy, small-celled infiltration, but in the minute portions of the tissue available for examination I have not found any of the typical malakoplakia cells. Many of the deeper surface epithelial cells show numerous vacuoles, but it is extremely hard to say, without a little imagination, that they have any definite contents which correspond with the globular bodies so easily demonstrable in the fresh, wet, teased preparations. If one had not already found that they practically disappeared in dried films, one would have been inclined to doubt their presence in the paraffin sections. Wet preparations, examined, if possible, with a binocular stereoscopic microscope, are essential for their demonstration. [June 25, 1925.] 
DISCUSSION ON STERILITY AND IMPOTENCE IN THE

MALE.
Mr. KENNETH M. WALKER. I am glad that the Section of Urology has selected the subject of sterility and impotence in the male for discussion to-night, for although these conditions may' cause very little darnage to health they are responsible for a vast amount of unhappiness. All that I can do in this introductory address is to touch on certain salient points, since a full review of the subject, including, as it should, a consideration of the physiology of reproduction, the various pathological conditions that may affect the genital tract, and the psychology of the sexual function, would not only demand more time than you are prepared to allow me, but also more knowledge than I claim to possess.
For the sake of convenience I shall first discuss male sterility and then deal with the subject of impotence.
STERILITY. It is important to remember that sterility is a relative term. Lode has estimated that in a single ejaculation some twvo hundred million spermatozoa are emptied into the vagina, of which vast number only one will in favourable circumstances reach the descending ovum. It is easy to see that if this number is reduced, or if the health and vigour of the spermatozoa are impaired, the chances of a successful impregnation are diminished.
By investigation of a specimen of semen it is possible to form some rough estimate of the number and vitality of the spermatozoa present, but it must always be borne in mind that our examination is far from complete. The microscope and the test-tube can only reveal gross abnormalities, and it is quite possible that some of the males whom we pass as normal are nevertheless responsible for the childlessness of their wives. It is indeed probable that certain cases of repeated miscarriages in the female are due to the death of ova that have been fertilized by imperfect or unhealthy spermatozoa, although microscopic examination of the semen may have failed to discover any abnormality. But even if we confine our attention to abnormalities sufficiently gross to be detected by the microscope or the test-tube, relative sterility will be found to be very much commoner amongst males than was believed some fifty years ago.
Of thirty-two husbands referred to me by gynecologists, thirteen were absolutely normal in all respects and nineteen showed varying degrees of impaired fertility, ranging from complete azoospermia to a mild degree of oligospermia. However, as these cases were only sent to me as the result of the gynecologist having found no gross abnormality in their wives, these figures cannot be taken as an expression of the frequency with which the male is responsible for an infertile union.
Looking through my case sheets I find that by far the commonest cause of sterility in the male is gonorrhcea. In most of these there was a historv of epididymitis, but in some the
